repeatedly maintained that since about 1965, when intensive care became more universally available, the proportion of small babies surviving has increased. Others argue that although there has been an overall improvement in survival rates,'1 the contribution that sophisticated neonatal care makes is doubtful.'-3 5 6 A policy of regional organisation of intensive care services for very small and sick babies has developed in this country during the last decade.12 In recent years there have been pronounced changes in the number of very small babies admitted and an increase in their lengths of stay.13 The For all districts the number of babies of very low birthweight, and the number of deaths in the first 24 hours and within 28 days were obtained for the years 1971-73 and 1975-77 from community health returns (LHS 27/1). Mortality rates were analysed separately for babies weighing 1000 g and less, and for babies weighing 1001-1 500 g at birth.
A questionnaire was sent to all consultants at each of the 19 special care baby units to find out which neonatal intensive care units were being used by paediatricians and whether there had been any changes in practice between 1972 and 1976.
Results
Answers to the questionnaire were received from 17 of the special care baby units in the region. These showed that most paediatricians at special care baby units referred babies to either UCH (9) or The London (5) for neonatal intensive care. Three of these 14 said they only occasionally transferred babies as they considered they themselves were able to provide most forms of intensive care. One paediatrician said he never referred babies elsewhere. Consultants at two hospitals in Essex said they normally approached the unit at Addenbrooke's Hospital, Cambridge. Because of this, it was decided to limit the analysis of utilisation to the Greater London part of the region (Fig. 1) . Admission rates were calculated for babies weighing 1000 g and less, and for those weighing 1001-1500 g, for these 11 districts.
For babies transferred from special care baby units in these districts, it was stated that when referrals were made it was as a first or second choice to the two regional units. There was said to have been no change in the units approached in 1976 compared with 1972, but it was felt that it had become more difficult to get a baby admitted.
Survival rates of very small babies (those weighing 1500 g or less) admitted to the two units have increased (Table 1) . At UCH this improvement is statistically significant (0 05>P>0.01). However these changes might be partly due to the admission of a greater number of less severely ill babies.
When babies born to mothers normally resident in the 11 districts of the north-eastern part of Greater London are considered, the percentage of babies of very low birthweight admitted to intensive care has increased strikingly, from 9 % in 1972 to 57 % in 1976 for babies of 1000 g or less at birth, and from 14 to 55% for babies weighing 1001-1500 g (Tables 2 and  3 ). The birthweights of babies admitted to intensive care from these 11 districts in the region during 1972 were also similar to those for the rest of England at both ages. In 1976 the survival rates were significantly better at 24 hours (P<0*001) and at 28 days (0-01 >P>0-001) (Tables 2 and 3 '8 There are large discrepancies in admission rates to neonatal intensive care of small babies. If greater benefit is to be attained, as has been advocated,'9 it is important that policies of care should be agreed. As such services are truly regional, it is desirable that there should be regular surveillance and assessment to ensure that very small babies are speedily transferred to suitable units, and their outcome should be monitored.
